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Alcohol, Aspirin, Depression, Smoking, Stress
and the Patient with a Gastric Ulcer
O. A. A. BOCK
SUMMARY
It would seem that a gastric ulcer is the product of
an interaction between chronic gastrftis, the acid (and
pepsin) of the gastric juice, and one or more precipita-
ting faclors. In a group of 194 consecutive patients with
gastric ulceration particular note was made of whether
they smoked, dra·nk alcohol, used salicylates, were
depressed or had e)(perienced recent s~ress. There was
an extraordinarily high incidence of depression among
White women.
S. Afr. med. J., 50, 293 (1976).
The aetiology of gastric ulceration is to a large extent
still unknown. It has been known for more than a cen-
tury that there is a close relationship between chronic
gastritis and gastric ulceration. Until recently it was
accepted that the gastritis was a consequence of the
ulcer,' but there is now good evidence that the gastritis
is present before the ulcer develops.' Why the patient
develops chronic gastritis is also unknown, but inheritance,
alcohol, smoking and bile regurgitation may all play a
role.' Neither is it always certain why the ulcer develops
when it does. Stress (Curling's' and Cushing's' ulcers),
smoking: aspirin' and depressions have been incriminated,
while many think that alcohol should also be blamed.
To date, a prospective study, in which all these factors
were specifically recorded for each patient who presented
with a gastric ulcer, has not been published. This is the
report of such an inquiry.
MEmODS
Every consecutive patient who was seen during a 2-year
period has been included.
I took almost all the histories. It was recorded that a
patient smoked if he smoked only 1 cigarette per day;
that he drank if he enjoyed only the occasional beer,
glass of wine or brandy; and that he used aspirin if he
took only the odd aspirin for a cold or a headache. It
was thought that this approach would be preferable to one
of setting arbitrary limits of so many cigarettes per day
or so much alcohol per week, because it was anticipated
that there might be a patient who was apparently so
sensitive to one or other of these factors that only a
Dat~ received: 8 August 1975.
few cigarettes, or the occasional drink, or one aspmn,
would be sufficient to precipitate the development of
his ulcer. In the event, this is what happened with alco-
hol. A 68-year-old White woman, who had previously
had an ulcer in association with a bout of reactive de-
pression, developed the symptoms of a new ulcer within
a few hours of drinking a glass of champagne at a
wedding. Another reason why an arbitrary limit was
thought to be unreliable is that most patients do not tell
the truth when they have to state exactly how much they
smoke or drink, and invariably underestimate the quan-
tity.
A patient was recorded as having suffered stress if,
during the months before the onset of his ulcer symp-
toms, he had experienced one or several out-of-the-ordinary
physical, psychological or social upsets, as, for example~
a motor accident, a change of employment with conse-
quent increased responsibility, or the death of a close
relative. Although many patients were willing to discuss
these, other patients were reluctant to divulge personal
worries and it was often necessary to get the informa-
tion from a relative.
A patient was said to be depressed if he complained of,
or admitted on direct questioning to symptoms of endo-
genous or reactive depression, such as early morning wake-
fulness or an inability to go to sleep; low spirits in the
morning which improve as the day goes on, or to feeling
worse in the evening; anxiety; ideas of unworthiness and
an inability to concentrate on his work or outside interests'
or thoughts of committing suicide. '
RESULTS
There were 194 patients: of these, 65 were White men,
average age 53 years (range 19 - 87 years); 70 were
White women, average age 54 years (range 22 - 86 years);
44 were Coloured men, average age 44 years (range 15 - 72
years); and the remaining 15 were Coloured women, ave-
rage age 46 years (range 25 - 81 years). No Black pa-
tient with a gastric ulcer was seen during this period.
The associated factors of the individual patients are
recorded in Tables I - IV. The 8 patients in whom none
of the associated factors were present are excluded from
these tables; they will be discussed separately.
In Table V, the frequency with which the various
factors were present in the different racial and sex
groups is shown. There is a striking difference between
the White women and the other groups in that only
2 of the White women were not depressed or had not
experienced stress. The majority of the Coloured women
were also depressed or were subject to psychosocial stres-
ses, but, in addition, most of them smoked, drank al-
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TABLE I. FACTORS ASSOCIATED WITH GASTRIC ULCERS
IN WHITE MEN
TABLE 11. FACTORS ASSOCIATED WITH GASTRIC ULCERS
IN WHITE WOMEN
cohol and took aspmn. There is not much difference
10 the incidence of the associated factors between the
men, with the possible exception that more of the Co-
loured men drank alcohol. There were 8 patients in whom
none of the factors which were sought were present.
From 5 of these it was not possible to take an adequate
history; 2 White men, aged 41 and 83 respectively, were
.. Also taking steroids.
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TABLE Ill. FACTORS ASSOCIATED WITH GASTRIC ULCERS
IN COLOURED MEN
TABLE IV. FACTORS ASSOCIATED WITH GASTRIC ULCERS
IN COLOURED WOMEN
inmates of the chronic section of a psychiatric hospital;
another White man aged 89 was completely deaf; a
White woman aged 80 underwent emergency endoscopy
for upper gastro-intestinal bleeding and died soon after
the subsequent operation; and a White woman, aged 86,
who had been seen in 1970, when she had a gastric ulcer,
had since undergone such mental deterioration that it
was not possible to talk to her, but her daughters said
Alcohol Aspirin Depression
+
+ +
+ +
+
+
+
+
+
DISCUSSION
she had been depressed for some time. In the case of
2 other patients, a 72-year-old Coloured man and an
81-year-old Coloured woman, repeated interviews with
them and their relatives failed to disclose clandestine
smoking or drinking habits, or causes for tension or
depression. A 74-year-old retired White engineer denied
a cause for worry, but his daughter said that he was
experiencing financial problems as a result of the liqui-
dation of a company in which he had had an interest.
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Gastric ulceration is a complex disease, the pathoge-
nesis of which is still imperfectly understood. However,
two facts stand out; the first is the close relationship
which exists between gastric ulceration and chronic gas-
tritis; and the second is that, with very few exceptions,
gastric ulceration does not occur in the absence of acid
in the stomach. As far as the former is concerned, the
present evidence is that chronic gastritis precedes the
development of the ulcer, because it has been found that
the degree of gastritis was the same or worse after the
ulcer had healed,' which is the opposite of what one
would have expected to happen if the gastritis were a
consequence of the ulcer. The exact role of the acid
in the development of the ulcer is not known. That it
is not the amount of acid that matters is clear, because
the majority of patients with gastric ulceration have
a normal or a low acid secretion, and it is probable
that the acid is nothing more than an essential link in
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TAELE V. COMPARISON OF FREQUENCY OF THE ASSOCIATED FACTORS IN THE VARIOUS SEX AND RACIAL
GROUPS
White Coloured
Men (59) Wo",en (68) Men (44) Women (14)
Number % Number % Number /0 Number %
Alcohol 20 33,8 4 5,8 21 43,8 4 28,S
Aspirin 22 37,2 32 47,0 17 39,5 11 78,5
Cortisone 2 3,2 1 1,4 0 0,0 0 0,0
Depression 10 16,9 43 63,2 4 9,3 11 78,S
Smoking 53 89,8 25 36,7 39 90,6 12 85,7
Stress 29 49,1 25 36,7 20 46,5 2 14,2
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a chain of events which precedes the development of an
ulcer (it is possible that the pepsin is more important).
It is also well known that a patient who has previously
had a ga tric ulcer can remain well for months or years,
until one day he suddenly develops a new ulcer. Some-
thing must precipitate this. Several possible precipita-
ting factors have thus far been identified. They are
smoking, alcohol, aspirin, stress and depression, acting
either singly or together; and there are probably others.
The role of corticosteroids is uncertain,' and the ulcers
of the 3 patients who were treated with steroids (because
of recurrent asthma) healed despite the fact that treat-
ment with the steroid was continued. Indomethacin'·
and phenylbutazoneu have also been incriminated, but nei·
ther was a factor in the illness of any of the patients
reported here. Many patients are convinced that the
eating of certain foods is closely connected with the de-
velopment of their symptoms, and the role of food in
the pathogenesis of the disease warrants more detailed
investigation.
The mechanism by which these factors precipitate the
development of the ulcer from the underlying chronic
gastritis is a matter for speculation. Smoking, alcohol
and aspirin (and steroids and other drugs) may do this
through local effects on the gastric mucosa, but how
stress and depression can do this is as baffling as why
some patients develop asthma and others hyperthyroi-
dism, diabetes mellitus, psoriasis or a myocardial in-
farction after a period of great emotional or physical
upset.
It would seem, therefore, that a gastric ulcer is the
product of an interaction between a chronic gastritis,
the acid (and pepsin) of the gastric juice, and a precipi-
tating factor. Exactly how this interaction is brought
about is not known, and in general it can be said that
surpriSIngly little is known of the pathogenesis of this
common disease.
The development of a gastric ulcer can be seen as
a temporary 'failure' of the gastric mucosa. This phe-
nomenon of temporary 'failure' of an organ is well known
in other chronic diseases which occur in the human
body. A patient with compensated cirrhosis of the liver
can go into liver failure when he develops a chest infec-
tion, has a gastro-intestinal haemorrhage, or has a bout
of excessive drinking; a patient with chronic bronchitis
and emphysema can lapse into respiratory failure if he
gets an exacerbation of his bronchitis, develops con-
gestive cardiac failure, or has a pulmonary embolus; a
patient with chronic glomerulonephritis can develop re-
nal failure if he gets a superadded urinary tract infec-
tion, becomes dehydrated, or experiences a gastro-intes-
tinal haemorrhage; the woman with well-controlled dia-
betes mellitus may develop uncontrolled diabetes if she
develops a skin infection, becomes pregnant, or is given
corticosteroids; and the patient with ischaemic heart
disease may develop congestive cardiac failure if he has
a chest infection, becomes anaemic or has a myocardial
infarction. In each case the underlying chronic disease
remains when the temporary 'failure' has been corrected.
The 194 patients with gastric ulceration have not been
compared with a group of 194 matched controls. There
are several reasons why this was not done; firstly, it
was not the aim of the study to determine whether smo-
king, alcohol, aspirin, stress or depression were present
more or less frequently in the patients with gastric ulcers
than in the general population - the aim was simply to
note which of these factors were present in the indivi-
dual patient with a gastric ulcer. Secondly, although de-
tails of smoking, drinking and salicylate use may be rea-
dily given, it was anticipated that few of such a selected
group of healthy persons would be prepared to divulge
personal details to somebody out of the blue, considering
how reluctant many patients are to do this when they
consult their own doctor.
That the development of a gastric ulcer can be preci-
pitated by alcohol, smoking, salicylates, stress and de-
pression has a bearing on the management of the indivi-
dual patient with a gastric ulcer. The management of
such a patient consists of 3 separate but interrelated
aspects; relief of his symptoms, healing of his ulcer, and
prevention of recurrence of the ulcer. Relief of his symp-
toms is easy and is rapidly achieved by giving him an
alkali, telling him which foods to avoid, telling him
not to smoke or drink, and arranging for him to have
a holiday; within a couple of weeks his symptoms have
gone.
The healing of his ulcer, however, is more difficult
and takes longer. Controlled studies have shown that
the healing is enhanced by bed rest,'" no smoking," and
therapy with drugs such as carbenoxolone sodium" and
BCP compound." I believe that the unique circumstances
of each patient should be taken into consideration and
that the treatment regimen should be planned accordingly.
The doctor should know the psychosocial aspects of his
patient. To acquire this knowledge takes time. As a rule,
the patient thinks that the doctor is busy and has only
a limited amount of time to listen to him, so he concen-
trates on the details of his presenting complaint and does
not mention personal worries unless the doctor speci-
fically asks about them, or unless he notices that the
doctor is in no hurry to conclude the consultation, when
he may gingerly offer these worries as an excuse for
his present complaint. The doctor should encourage the
patient to talk about his problems, because it has now
been shown that there is frequently a close relationship
between previous psychological upsets and social uphea-
vals, and physical illness - the concept of psychosocial
life crises.'" The depressed woman should be given an
antidepressant drug and should be encouraged to look
for something to do during the day. The rushed business-
man, who smokes and drinks too much, and who has
not had time for a holiday for years, should be made
to understand that he must have one, and that his future
health depends upon his ability to adjust his habits. The
Coloured woman, who has many children and a delin-
quent husband, needs the help of the social worker who
can obtain a maintenance grant for her and her children.
The farm labourer, on the other hand, is as a rule insuf-
ficiently motivated to stop smoking and drinking, and
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his ocial circumstances are unlikely to change. so it is
pr<)bably wiser to refer him to the urgeon and not to
attempt medical treatment.
Gastric ulcers have a tendency to recur, and the preven-
tion of this tendency is the most difficult and frustra-
ting aspect of the management of the disease. So far, no
drug has been marketed which will lessen this tendency.
It is possible, however, that the recurrence rate could
be reduced if a careful search for the factors which pre-
cipitated the development of the ulcer in the first in-
stance were made, and if the patient could avoid these
in the future.
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Personal Experience
L. SCHAMROTH
SUMMARY
Three attacks of infective endocarditis with consequent
emergency surgery to the aortic and mitral valves leave
their mark. These are the impressions of a physician at
the receiving end of his medical environment, an ex-
perience which entailed 4 periods of hospitalisation in
2 hospitals.
expediency of placing together the dorsal surfaces of the
terminal phalanges of similar fingers - particularly' the
ring fingers (Fig. I). In the normal individual, a distinct
aperture or 'window', usually diamond-shaped, is formed
at the bases of the nail beds (arrow in diagram A of
Fig. I). The earliest sign of clubbing is obliteration of this
'window' (diagram B of Fig. I).
S. A/r. med. l., 50, 297 (1976).
Clinical observation is always a fascinating exercise, and
no less so when the observation is directed at oneself. The
following, in particular, left an impression,
PERSONAL OBSERVATION
Clubbing of the Fingers: A Method of Assessment
A
The recognition of finger clubbing dates back to the
original observation of Hippocrates.' Yet, early clubbing
with 'filling in' of the nail bed is often difficult to evaluate
if the finger is viewed in isolation. I found that the assess-
ment of my own clubbing was facilitated by the simple
Department of Medicine, Baragwaoatb Hospital and University
of tbe Witwatersrand, Jobannesburg
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Fig. 1. Diagrams illustrating (A) normal finger contour,
and (8) clubbing of the fingers.
Another aspect of clubbing which becomes evident from
this manoeuvre is the formation of a prominent distal
angle between the ends of the nails. This angle is normally
minimal, virtually non-existent, and does not extend more
than half-way up the nail bed (diagram A of Fig. I).
Clubbing manifests with an abnormally wide and deep
angle which extends more than half-way up the finger
nails (arrow in diagram B of Fig. 1). In my case, the
'window' reappeared 2 months after the infection had been
